The unequal access to healthcare in general and oral healthcare, in particular, is a true public health concern. Thus, it is important to assess the oral healthcare renunciation and socioeconomic determinants to take appropriate measures. A cross-sectional, descriptive population-based study of 300 households was carried out between April 28, 2016, and May 28, 2016, according to WHO's guidelines (Protocol 1997), in Senegal adapted form. Results showed that 18.23% of householders report that their household members have foregone oral healthcare. Among those who renounced care, 51.5% did so for care costs (24.2%) or remoteness of health facilities (27.3%) reasons. Therefore, dental treatment renunciation was independently associated to income level, age, sex, marital status, and types of oral healthcare coverage. This study's analysis shows that oral healthcare renunciation depends primarily on the financial aspect and the remoteness of health structures. Still, there are other important socio-anthropological parameters that should be investigated.
Africa is very weak. In Senegal, the social coverage rate is 20%. To face up to this situation, the universal health coverage was set up with the expansion of mutual to facilitate the population's sanitary coverage [2] . Insurance companies' ability to minimize the healthcare renunciation has been a focus of the public health debate. Després et al. to explain "Individuals give up care when they do not request care and health professionals' services while they are experiencing a disorder, noticing a bodily or psychic disorder or when they underuse the prescribed care" [3] . Indeed, renunciation of care, which is an indicator of access to care, can occur at any moment of a therapeutic journey. This study aimed to analyze the oral healthcare renunciation and socioeconomic determinants.
Methodology

Type of Study
Epidemiological study (cross-sectional and descriptive).
Target Population
Volunteers inhabitants of towns which met the selection criteria
Selection Criteria
Adults inhabitants of selected towns who were 18 years old or over and in charge of the family's medical care.
Sampling
Three hundred householders from 12 localities, as recommended by WHO, were selected [4] ( Table 1) .
The statistical population number was determined according to WHO's guidelines described in its basic methods which suggest a sample of 300 households from 12 sites [4] . 
Socio-Demographic Characteristics of Households
The study was carried out in 300 households. Householders were on average 45 years old with a standard deviation of 15 years. Over half of surveyed households (58.30%) have more than six (6) members. Nearly half of householders (48.7%) have a monthly income of less than CFAF 50,000 and only 5.7% of householders earn CFAF 300,000 and over (1 USD = 610 FCFA).
Oral Healthcare Renunciation
More than 3/4 of householders (81.9%) state that members of their household have never given up care. For those who have renounced care, 51.5% of them blame it on care costs (24.2%) or the remoteness of health structures (27.3%) ( Table 2 ). [5] . These data coincide with those found in Burkina Faso where the average per capita monthly income (per capita) is 7945 FCFA, along significant disparities according to the householder socio-economic profile [6] . However, to note that 28.3% of households' income could not be verified for confidentiality measures and, in some cases, the head was absent and the questionnaire was administered to the spouse who had no access to the income information. themselves and only 25% reach out to dentists for dental pain [7] . Similarly, a study conducted in Ivory Coast highlights the main reasons for using traditional care such as the affordable cost of treatment (73.8%), the nonexistence of pain during care (20.9%), the proximity of traditional healers (20.3%) and the effectiveness of traditional care (17.9%) [8] . Also, similar results have been found in studies in Burkina Faso and India where people with dental pain use many known African plants [9] but also a variety of self-medication methods to deal with their pain [10] .
Oral Healthcare Renunciation and Householder Gender
The quit rate for oral health care is 18.23% of the study population with disparities among groups in this population. Thus, this rate appears lower for men than for women with 12.86% and 21.62% respectively. Yet, there is not any statistical link between the householder gender and oral healthcare renunciation (Table 3) .
Women are more likely to give up on care for financial reasons than men. A persistent fact, regardless of the type of care and which remains unvarying over the course of life [11] . Reasons are rather due to the state of subjective health: at a state of comparative health women tend to consider themselves as being in poor health as men [12] . 
Oral Healthcare Renunciation and Householders' Marital Status
Oral Healthcare Renunciation and Householders' Age
The analysis of renunciation by the age group of householders shows interesting results. Thus, except for the 50 -59 years-old age groups, the renunciation rate decreases as the householder gets older. It goes from 20% in households whose head is under 30 years old to 14.29% in those between 70 and 79 years old. For households whose head is between 50 and 59 years old, the quitting rate is 20.69%, whereas it is respectively 16.98% and 14.81% in the 50 year-old age groups, 59 years old (40 -49 and 60 -69). Still, the exact Fisher statistic shows no statistical link between renunciation and the householder age (Table 3) . Nevertheless, dental care renunciation decreases sharply at high ages, with the decrease in needs themselves [11] .
Oral Healthcare Renunciation and Householders' Education Level
The analysis of oral healthcare renunciation according to the householder education level shows that the rate of renunciation is lower among those who have reached university level (7.14%), followed by the never-enrolled (15.66%) and those with primary education (17.78%), all of which are below the overall rate.
On the other hand, the quit rate is strangely relatively high among households whose head is at the secondary level, which, thus, stands at 28.21% against 18.23% overall. The fisher exact statistic reveals no statistical link between householders' level of education and oral healthcare renunciation (Table 3) .
These results mirror those of Vanobbergen et al. [16] which show the impact of health education on lifestyle. A similar study conducted in Ivory Coast reports that 44.4% of traditional practitioner users do so for financial reasons.
Canadian data [17] showed that renunciation' factors differ according to its causes (long queues, financial barriers or personal reasons).
Oral Healthcare Renunciation and Care Coverage
The quit rate for oral care is relatively higher among DPI beneficiaries. [18] . They covered 51.2% of their members for conservative care and 53.5% for dental care extractions. As compared to Manski's study, people without coverage and without dental care, dental care coverage beneficiaries were more likely to be younger, female, wealthy, college graduates, married, in excellent or very good health, and not missing all their permanent teeth [19] . Studies showed that low-income and non-dental insurance respondents were four times more likely to avoid a dental professional because of the cost and about two and a half times more likely to refuse a recommended dental treatment because of the cost [20] .
Conclusion
Care renunciation is an important indicator of access to care. The study enables to test the socio-economic characteristics' effect on oral healthcare renunciation. This study's results are usually consistent with those obtained in the literature.
Variable revenue plays an important role. However, the renunciation of care is not limited to the financial issue. It also shows that social factors have a distinct influence on renunciation. Furthermore, the coverage type reveals atypical results because health insured households tend to forgo care. This can be justified by the partial coverage of care. In the end, the results of the work on renunciation suggest that the issue of access is more complicated than that of the right of access. In addition, the CMU-C appears to be a step in contending with care renunciation for financial reasons.
